Appendix 4
Sample Prior Authorization Alcohol and Other Drug
Abuse Attachment (PAZAA)

Mail To: 1. Complete this form
E.D.S. FEDERAL CORPORATION 2. Attach to PA/RF
Prior Authorization Unit PAI AA {Prior Authorization Request Form)
Suite 88 .
6406 Bridge Road PRIOR AUTHORIZATION 3. Mail to EDS
Madison, Wi 53784-0088 AODA SERVICES ATTACHMENT

RECIPIENT INFORMATION
Recipient Im A 1234567890 2
LAST NAME FIRST NAME MIDDLE INITIAL MEDICAL ASSISTANCE ID NUMBER AGE

PROVIDER INFORMATION
® @

[.M. Performing, AC ( XXX ) XXX -XXXX

PERFORMING PROVIDER'S NAME PERFORMING PROVIDER'S MEDICAL PERFORMING PROVIDER'S
AND CREDENTIALS ASSISTANCE PROVIDER NUMBER TELEPHONE NUMBER

®
|.M. Referring/Prescribing 87654321

REFERRING/PRESCRIBING REFERRING/PRESCRIBING PROVIDER'S
PROVIDER'S NAME MEDICAL ASSISTANCE NUMBER

PART A TYPE OF TREATMENT REQUESTED:

X] PRIMARY INTENSIVE OUTPATIENT TREATMENT
e [X Individual X Group X Family

e Number of minutes per session: Individual 180 Group Y Family

e Sessions will be: O Twice/month O Oncelweek O Once/month Other (specify)i/\_/\/l.(_

o Requesting 19 hrsiweek,for 4 weeks Group 3 HR/day, 5 days/'WK z

« Anticipated beginning treatment date _MM/DDYYYY Ind. two one-hour sessions/WK E
MM/DDYYYY Family two one-hour sessions/WK =

e Estimated intensive treatment termination date

e Attach a copy of treatment design, which includes the following:
(@) Schedule of treatment (day, time of day, length of session and service to be provided during that time)

(b) Description of aftercare/follow-up component

(] AFTERCARE/FOLLOWUP SERVICE

O Individual J Group O Family

Number of minutes per session: Individual
¢ Sessions will be: [ Twice/month O Oncelweek [ Once/month O Other (specify)

Group Family

Requesting______ hrsiweek, for weeks
Estimated discharge date from this component of care
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Appendix 4
(Continued)

(] AFFECTED FAMILY MEMBER/CO-DEPENDENCY TREATMENT
e [ Individual O Group 0O Family
¢ Number of minutes per session:
o Sessions will be: C Twice/month (0 Oncelweek [ Once/month O Other (specify)

Requesting —_________ hrs/week, for . weeks

Individual Group Family

* Anticipated beginning treatment date
Estimated affected family member/co-dependency treatment termination date

Attach a copy of treatment design, which includes the following:
(a) Schedule of treatment (day, time of day, length of session and service to be provided during that time)
(b) Description of aftercare/follow-up component

1. Was the recipient in primary AODA treatment in the last 12 months? O Yes K No (0 Unknown
If “yes,” provide dates, problem(s), outcome and provider of service:
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2. Dates of diagnostic evaluation(s) or medical examination(s):
MM/DDIYYYY

3. Specify diagnostic procedures employed:
MM/DD/YYYY — Intake al coholism checklist and clinical interview
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Appendix 4
(Continued)

4. Provide current primary and secondary diagnosis (DSM-lIl) codes and descriptions:

303.91 acohol dependence — continuous as manifested by maladaptive pattern
of usefor threeyears: blackouts, loss of control, legal and family problems
associated with drinking.

296.2 major depressive disorder

5. Describe the recipient’s current clinical problems and relevant history; include AODA history:

Client has decided to receive treatment and committed himself to abstinence from all mind/
mood-altering chemicals. Client has had a patterned use which included drinking four to
five times/week consuming six to 18 beers per drinking bout. Client reports being intoxi-
cated at least one time/week. Client began trying to control his drinking about two years
ago after being arrested for drunk driving. Since that time he has received one other DWI
conviction. Client reports guilt and shame about his behavior. He reports periods of
violence while intoxicated which occurred in his family. In addition, client reports a
positive genetic history for alcoholism, claiming that his father is alcoholic.

6. Describe the recipient’s family situation; describe how family issues are being addr=ssed and if family
members are involved in treatment. If family members are not involved in treatment, specify why not.

Client liveswith hisfamily. Hiswife reports she has been concerned about hisdrinking for six years
and has only recently reported her concern to her spouse. The children in the family consist of a 13-
year-old son and a 10-year-old daughter. The son was very quiet during the family assessment and
denied any concern about his dad’s drinking. The daughter was able to express her worry and
attempts to discontinue her dad’s drinking. (e.g., hiding his beer). The family agreed to attend our
educational night and also agreed to periodic family sessions. They decided at thistime not to be
involved with more intensive treatment.
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Appendix 4
(Continued)

7. Provide a detailed description of treatment objectives and goals:

Client will learn basic information on al coholism.

Client will be able to share his drinking history with group by the second week.
Client will verbalize and identify self as alcoholic.

Client will continue abstinence from alcohol.

Client will develop a self-help program.

Client will verbalize in his family his own history with alcohol.

Client will begin to identify and express feelings.

Client will obtain a sponsor by termination date.
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8. Describe expected outcome of treatment (include use of self-help groups if appropriate):

Client will continueto devel op and maintain asober lifestyle. Client will aso participatein
our 12-week Aftercare program. Client will return to gainful employment.

Recipient Authorization oo

9. | have read the attached request for prior authorization of AODA services and agree that it will be sent to

:the Medicaid Program for review.

Signature of Recipient or Representative Relationship

f rep , state ship to pient)

Attach a photocopy of the physician’s prescription for treatment. The prescription must be signed and
dated within 3 months of receipt by EDS (initial request) or within 12 months of receipt by EDS (subsequent
request). (Physician providers need not attach a prescription unless treatment is prescribed by another
physician).

THE PROVISION OF SERVICES WHICH ARE GREATER THAN OR SIGNIFICANTLY DIFFERENT FROM
THOSE AUTHORIZED MAY RESULT IN NON-PAYMENT OF THE BILLING CLAIM(S).

T Buowden,

10.

Alcohol and Drug Counselor

Signature of Performing Provider

|.M. Authorized

Discipline of Performing Provider

87654321

Name of Supervising Provider

M. W

Provider Number of Supervising Provider

MM/DD/IYYYY

Signature of Supervising Provider

Date
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